Until recently the outlook for neonates with distal tracheal stenosis was uniformly poor, but several reports 1-4 have suggested that tracheal resection may be performed successfully in infants with this condition. We report the case of an infant who underwent surgery for double aortic arch and subsequently required resection of the distal trachea because of localised tracheomalacia. In contrast to previous reported cases, tracheal resection was facilitated by the use of cardiopulmonary bypass.
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Case report A full term male infant weighing 2-88 kg developed tachypnoea soon after birth and over the next week developed stridor and difficulty with feeding. A chest radiograph at that time showed collapse of the right lower lobe and a barium swallow demonstrated posterior indentation of the oesophagus. The infant was referred to our hospital for further investigation.
At angiography the presence of a double aortic arch was confirmed. The larger arch was on the right side and passed behind the oesophagus. There was also a high ventricular septal defect. At operation, performed through a left thoracotomy 14 days after birth, the anterior aortic arch was divided without difficulty.
The infant was extubated on the first postoperative day but soon developed severe stridor, which was thought to be secondary to an area of tracheomalacia. In the next two weeks two further unsuccessful attempts were made to extubate the infant and a tracheogram (fig 1) showed a discrete area of tracheal collapse 1 cm long, just proximal to the carina. A further attempt to extubate the baby one week later was also unsuccessful. Throughout this time the position of the endotracheal tube was critical. Airway obstruction occurred whenever the end of the tube retracted above the area of tracheal collapse. We therefore decided to resect the distal trachea.
At a second operation, performed through a median stemotomy when the child was 34 days old, the area of tracheal collapse was found to correspond to the level of the original vascular ring. The In our case, after division of the anterior aortic arch exposure of the carina was straightforward and fixation of the innominate and right carotid arteries to the posterior surface of the sternum6 was unnecessary. Through the use of cardiopulmonary bypass we were able to perform an accurate tracheal anastomosis in a 3.5 kg infant without the risks inherent in selective bronchial intubation.
The diagnosis of tracheal collapse or stenosis is best established by a tracheogram. Bronchoscopy in small infants is hazardous9 and may fail to identify the extent of the lesion. Tracheostomy should be avoided as it reduces the available length of trachea at the time of tracheal resection. Experimental work in puppies has shown that tracheal growth is adequate after resection of a short segment of trachea.'" This was confirmed in our case by the very satisfactory clinical progress and the adequate tracheal lumen seen on the penetrated chest radiograph six months after surgery.
We suggest that cardiopulmonary bypass may be a useful technique when a distal tracheal segment is resected in an infant as it facilitates the meticulous construction of the tracheal anastomosis that is essential to success. 
